sclerosus, hypospadias, phalloplasty, and/or prior urethroplasty were excluded from analysis. Of the remaining 197 patients, we analyzed the records of 45 patients who had a history of transurethral treatments including self-or office-dilation, urethrotomy with a cold knife or laser, and/or urethral stenting using temporary thermo-expandable stents at least once and whose urethrography results at initial stricture diagnosis and at urethroplasty were available. We considered stricture complexity increased if the number of strictures and/or stricture length on the urethrography at urethroplasty was greater than that at initial diagnosis, and/or if a false passage was newly identified.
INTRODUCTION AND OBJECTIVES: The repair of urethral strictures after hypospadias repair still represent a challenging problem. Although the number of surgeries for the correction of primary hypospadias may represent a risk factor for surgical failure, no evidence for this currently exists in the current literature. Therefore, we investigated the predictive factors of success in adult patients treated for urethral stricture after primary hypospadias repair failure.
METHODS: The study was an observational, retrospective, descriptive study of adults with urethral strictures following hypospadias surgery. We included only patients with complete clinical data regarding the type of primary hypospadias, the number of operations needed for repair and the surgeon who performed the repair. The primary outcome of the study was treatment failure, defined as the need for any postoperative instrumentation. Secondary outcomes consisted of the relationships between the site of hypospadias, the site of the stricture and patient demotivation, defined as patient refusal of further treatments. Statistical analyses were performed using Stata (StataCorp LP, College Station, TX, USA) version 12.0. Tests were two-sided with a significance level set at p<0.05. RESULTS: Overall, 408 patients were included in the study. The most frequent type of primary hypospadias was penile (56%), whereas the most frequent site of secondary stricture was penile (49%). A concordance between the site of primary hypospadias and the site of the secondary stricture was observed. A Kaplan Meier analysis revealed that two-stage techniques were significantly associated with lower treatment failure-free survival compared to one-stage techniques (p¼0.001). At multivariable analysis, the number of previous operations needed for initial hypospadias repair was not associated with the risk of treatment failure (hazard ratio 0.95; 95% Confidence Interval: 0.88 -1.03; p¼0.2). Conversely, length of stenosis, with a cut-off of 3 cm (HR 1.42; CI 1.09 -1.74; p¼0.003), and presence of lichen sclerosus (HR 1.92; CI 1.01 -3.65; p¼0.047) were associated with an increased risk of treatment failure. Age (HR 1.03; CI 1.01 -1.05; p¼0.003), diabetes (HR 6.68; CI 1.38 -32.3; p¼0.018), penile hypospadias (HR HR 0.40; CI 0.24 -0.68; p<0.001) and presence of lichen sclerosus (HR 2.51; CI 1.24 -5.09; p¼0.011) were associated with increased risk of patient demotivation for further surgeries.
CONCLUSIONS: Stricture length, but not the number of previous operations needed for primary hypospadias repair, was associated with the risk of failure. 
Source of Funding: None

INTRODUCTION AND OBJECTIVES: Buccal Mucosa
Augmentation Urethroplasty has proved to be a standard of care for treatment of non-traumatic urethral strictures. However, appropriate augmentation requires a substantially wide native urethral plate in order to prevent graft-plate discrepancy, which is vital for long term success. Long urethral strictures with a very narrow urethral usually require a staged treatment due to a possible fear of failure due to graft-plate mismatch. We studied the long term results of Double faced buccal mucosa urethroplasty for long and narrow strictures.
METHODS: 86 patients between the age group of 24 to 72 years (Mean age 53.45 years) were subjected to double faced buccal mucosa urethroplasty from the year 2011 to 2015. 27 out of 86 (31.39%) patients had a pan-urethral stricture due to Lichen Sclerosus (LS). 38 out of 86 (44.18) patients had a post-TURP proximal bulbar stricture. 7 patients (8.13%) had a recurrent bulbar stricture after a previous BMG urethroplasty. 5 patients had a long penile urethral stricture and 9 patients had a long bulbar stricture due to LS. The mean stricture length was 7.45cm. Urethral plates less than 3mm wide were selected for double faced BMG. In pan-urethral and penile strictures dorsal onlay and ventral inlay grafts were applied. In the bulbar strictures dorsal inlay and ventral onlay grafts were applied. 16Fr Foley was placed in all patients for 3 weeks. Inlay grafting was done by incising the urethral plate deep enough to expose a healthy spongiosal tissue.
RESULTS: The longest follow-up was about 54 months and the mean follow-up duration was 37.65 months. All patients had a maximum flow rate > 18ml/Sec (Mean 15.62ml/Sec). 4 patients with LS had meatal restenosis which was treated by ventral meatotomy. 2 patients with bulbar stricture had urethro-cutaneous fistulae from the incision site which closed spontaneously with prolonged catheterization. 8 patients with ventral onlay BMG complained of post void dribbling which was corrected with an advise of perineal compression after urination. Inlay BMG widened the diseased urethral plate from an average of 2mm to 7.5mm. This prevented the discrepancy between the onlay graft and the urethral plate.
CONCLUSIONS: Application of an inlay BMG widens the narrow urethral plate and prevents significant graft-plate mismatch. Widening of the urethral plate offers tension free urethral closure and better long term results. Double faced BMG urethroplasty offers better results in long and narrrow strictures by preventing graft-plate discrepancy.
